INTRODUCTION {#sec1-1}
============

Elder abuse and neglect (EAN), intimate partner violence (IPV), and street-based community violence (SBCV) are significant public health problems, which frequently lead to traumatic injury and hospitalization. Each year in the USA, there are around 7.5 million assaults attributed to IPV resulting in over 2000 deaths. The injuries resulting from these assaults cost the USA more than \$8 billion in medical expenses and lost productivity annually.\[[@ref1]\] Women are especially vulnerable to IPV, and more than 35% of American women become a victim of IPV over the course of their lives.\[[@ref2]\]

EAN is similarly widespread, with an estimated half million senior citizens becoming the victims of abuse or neglect in the USA each year.\[[@ref3]\] Perhaps more concerning is the fact that EAN is so difficult to identify; it has been estimated that for each case of EAN identified, 23-24 go unnoticed and untreated.\[[@ref4]\] As the baby boomer generation ages, EAN represents an increasingly devastating threat to population health in the USA.

Street-based community violence may be gang-related, stem from interpersonal conflicts over property/significant others, or stem from territory/neighborhood prejudices. Community violence takes an especially epic toll on America\'s youth. In 2009, over 668,000 people between the age of 10 and 24 years were treated in the Emergency Departments in the USA for injuries resulting from violence.\[[@ref5]\] Furthermore, homicide remains the leading cause of death for young men of color between the age of 15 and 25 years.\[[@ref6]\] Unfortunately, incarceration, patchy and controversial gun control laws, and school-based violence prevention efforts have failed to appreciably decrease the level of violence on our streets.

All forms of violence have been shown to be chronic, recurrent diseases, with previous victims being at increased risk for repeat injury and retaliation. After their physical injuries have been treated, victims are oftentimes discharged from the hospital to the same high-risk environments in which they were victimized. Reported hospital readmission rates of violently injured patients are as high as 44%. Perhaps more alarmingly, patients admitted for injuries due to urban violence had a 20% chance of becoming victims of homicide within 5 years.\[[@ref7]\] Victims of assault are not only likely to be revictimized, but are also significantly more likely to become perpetrators of future violence.\[[@ref8][@ref9]\] However, with proper intervention and referral, many victims of violence are spared from re-victimization.\[[@ref10][@ref11]\]

Currently, there is a growing recognition that trauma centers, especially those in large urban hospitals, can provide an effective setting for this type of intervention and referral.\[[@ref12]\] In addition to the treatment of physical injuries in the intentionally injured patient, the hospital offers a potential opportunity to explore psychosocial needs and to provide early intervention, with the aim of preventing future violence in the form of reinjury or retaliation. The significant life disruption and physical suffering brought about by a violent injury provide a unique teachable moment during which an individual may feel vulnerable and more receptive to a message of change.\[[@ref13]\]

Hospital- and emergency department-based initiatives to treat IPV are increasingly common, but the prevalence of similar pathways to improve care for victims of elder abuse or those injured by street-based community violence is unknown. Limited data suggest that hospital-based "violence interruption" workers can reduce the frequency of re-injury among injured patients as well as reduce retaliatory harm in street-based community violence; however, the extent to which these programs and others are used in hospitals in unknown.\[[@ref14][@ref15]\] Previous work has also documented that hospital-based care providers\' knowledge of the characteristics and management of suspected elder abuse is limited.\[[@ref16]\] There has been no study of the existence or the effectiveness of hospital-level programs to identify and treat elder abuse and neglect.

To address these gaps in knowledge, our study used a web-based survey of trauma medical directors at 62 Illinois Level I and Level II trauma centers. Our goals were to investigate the availability of resources for social support and ambulatory referral for victims of IPV, EAN, and SBCV at Trauma Centers in the state of Illinois and to assess trauma medical directors\' perceptions of the scale of these injuries at their institution and the adequacy of condition-specific resources for social support and referral.

MATERIALS AND METHODS {#sec1-2}
=====================

Target population {#sec2-1}
-----------------

Illinois Trauma Centers carry a heavy burden of responsibility for the care of injured people statewide, including those injured by violence. We conducted a prospective survey to assess existing institutional resources for the identification and treatment of violence victims among patients presenting with acute injury.

Survey instrument {#sec2-2}
-----------------

The directors of the 62 Illinois Level I and Level II trauma centers were contacted via an email, which described the purpose, risks, and benefits of our study, and our plans for confidentiality. Follow-up telephone calls were made to providers who did not respond to three emails over 3 months.

The survey instrument was based on a similar survey of trauma service medical directors conducted in 2004, which addressed trauma center resources for IPV.\[[@ref17]\] This new survey collected data on IPV, EAN, and SBCV resources.

Data were abstracted and coded by institution and geographical region. Data analysis was performed using STATA statistical software.\[[@ref18]\] Means were compared using Student\'s *t* test; categorical data were analyzed using Fisher\'s exact test of binomial proportions (because we had small expected values in some tables) or R × C contingency tables for variables that had more than two categories.

Bivariate and multivariate comparative statistics were calculated to assess changes in the available resources for IPV identification and treatment between baseline (the survey conducted in 2004) and our follow up. We further compared the resources available for IPV with resources available for EAN and SBCV. Finally, the associations between the available resources and trauma center designation (Level I or Level II) and urban/rural location were examined. Qualitative analysis was performed using EZ-TEXT\[[@ref19]\]

RESULTS {#sec1-3}
=======

Quantitative {#sec2-3}
------------

### Survey respondents {#sec3-1}

Online surveys were filled out and returned by 29 of the 62 Illinois trauma centers. An additional 17 trauma nurse coordinators from initial nonresponders participated in the survey after contact by telephone. A total of 46 trauma centers (74%) participated in this survey; 15 of these trauma centers had a Level I designation (33%) and 31 had a Level II designation (67%).

Of the participating hospitals, 15 were in an urban location (33%) and 31 were in a suburban or rural location (67%). All identified respondents were the trauma nurse coordinators for their respective hospitals, and all but one of them (97%) were female.

Intimate partner violence {#sec2-4}
-------------------------

Eighty-eight percent of hospitals surveyed thought IPV was a problem in their area, nearly identical to the proportion of hospitals (87%) that thought IPV was a problem in their area 3 years ago. Eighty-three percent of respondents thought that their hospitals\' services for IPV were adequate \[[Table 1](#T1){ref-type="table"}\]. This is an increase from what was 3 years ago, when 76% of the respondents thought that their hospitals\' services for IPV were adequate, although the difference was not statistically significant (*P* = 0.55). Level II trauma centers were significantly more likely than Level I trauma centers to believe their services for IPV were adequate (*P* = 0.007).

###### 

IPV Responses 2004 vs. 2011

![](JETS-7-14-g001)

Overall, 100% of hospitals surveyed screened for IPV and 81% of hospitals tracked cases of IPV. The most common screening policy was to screen all patients (96%) with the remaining hospitals screening cases in which there is suspicion of IPV. This is a significant improvement (*P* \< 0.001) over the screening and tracking policies for IPV 3 years ago, when 94% of hospitals screened for IPV, 51% screened all patients, and 62% subsequently tracked cases of IPV. Screening and tracking policies for IPV were highly similar between rural versus urban hospitals or Level I versus Level II trauma centers.

All hospitals surveyed had some form of referral service for victims of IPV. All hospitals had social workers available, and many hospitals (37%) were also equipped with dedicated response teams (DRTs). This demonstrates a trend toward improvement in both availability and quality of referral services for IPV from 3 years ago, when 94% of hospitals had social consults (*P* = 0.3) and 18% had DRTs (*P* = 0.1). No significant differences were found between the availability of services for IPV victims in rural versus urban or Level I versus Level II comparisons.

Trauma centers were asked what they thought the most important services they could provide to victims of violence were and 97% answered social consults, 83% answered shelter referral, 72% answered educational resources, 62% answered drug and alcohol counseling, and only 31% answered job resources. These are quite similar to the responses in the survey conducted in 2004 (no statistically significant differences were found). When asked what public policy measures could be taken to improve the care for IPV victims, better community resources were identified as having the most potential use (82%), followed by coordinated educational programs (75%) and outside funding (68%).

Elder abuse and neglect {#sec2-5}
-----------------------

Sixty-five percent of the respondents thought that EAN was problematic in their hospital area, and 70% of the respondents thought that their services for EAN were adequate. Level II hospitals were more likely to believe that their services for EAN were adequate than Level I hospitals. Across the board, hospitals thought that there had been no significant improvement in their resources for EAN over the past few years. [Table 2](#T2){ref-type="table"} compares EAN with IPV resources.

###### 

IPV vs. EAN Response

![](JETS-7-14-g002)

The majority (88%) of hospitals reported a screening policy for EAN; most hospitals with a screening policy screen all patients (65%), with the remaining hospitals only screening cases deemed suspicious. Level II hospitals were significantly more likely to screen for EAN than Level I hospitals (100% vs. 57%, *P* = 0.02). The majority of respondents also reported that their hospitals tracked cases of EAN (70%).

All hospitals surveyed had some form of referral service available for victims of EAN; every hospital had social workers and 16% also had dedicated response teams (DRTs). No significant differences were found between the availability of services in rural versus urban or Level I versus Level II comparisons. When asked which services would be most useful for victims of EAN, 93% of hospitals indicated social consults and 76% of hospitals indicated shelter referral. From a public policy perspective, 74% of the respondents thought that better community resources would have the most potential use, followed by outside funding (70%) and then coordinated educational programs (59%). There were no significant deviations from any of these patterns when comparing Level I with Level II trauma centers or when comparing rural with urban hospitals.

Street-based community violence {#sec2-6}
-------------------------------

Three quarters of the respondents thought that SBCV is a problem in the region surrounding their hospital, but only 35% of the hospitals thought that their services for SBCV are adequate. This is significantly less (*P* \< 0.001) than the proportion of hospitals that thought that their services for IPV are adequate (83%), although hospitals thought that both types of violence were similarly widespread. Urban hospitals were more likely (*P* = 0.06) to think that SBCV is a problem in their area than rural hospitals. Level II hospitals were more likely to believe that their services for SBCV are adequate than Level I hospitals. Overall, hospitals thought that there had been no improvement in their resources for dealing with victims of SBCV over the past few years (73% responded that there had been no improvement, 12% responded that there had been some improvement, and 15% responded that services had actually gotten worse). [Table 3](#T3){ref-type="table"} compares SBCV with IPV resources.

###### 

IPV vs. SBCV Response

![](JETS-7-14-g003)

Sixty-one percent of hospitals reported a screening policy for SBCV, and a third of hospitals subsequently track cases of SBCV. In both screening and tracking, the difference between IPV and SBCV was significant, with *P* \< 0.001 in each case. The most common policy for hospitals that screen for SBCV is to screen all patients (35%), with the remaining 26% screening only in cases deemed suspicious. Level II trauma centers were more likely to screen for SBCV than Level I trauma centers (73% vs. 43%, *P* = 0.34), although because of the low numbers, this did not reach statistical significance. There were no significant differences found in screening or tracking of SBCV between rural and urban hospitals.

Hospitals were found to have significantly fewer services available for victims of SBCV than for victims of IPV: Although 87% of hospitals have social workers for victims of SBCV, only 9% of hospitals provide them with DRTs; 13% of hospitals had no resources for dealing with SBCV victims beyond basic medical care (*P* = 0.02). No significant differences were found between the availability of services for SBCV in rural versus urban or Level I versus Level II comparisons.

Trauma centers were asked what they thought the most important services they could provide to victims of violence were and 81% answered drug and alcohol counseling, 73% answered educational resources, 69% answered educational resources, 38% answered shelter referral, and 27% answered job resources. When asked what public policy measures could be taken to improve care for victims of SBCV, the largest proportion of respondents answered better community resources as having the most potential use (93%), followed by coordinated educational programs (68%) and then outside funding (43%). There were no significant deviations from these patterns when comparing Level I with Level II trauma centers or when comparing rural with urban hospitals.

Qualitative analysis {#sec2-7}
--------------------

Thematic saturation could not be achieved for most answers, because most narrative comments reflected the original questions, such as "Yes, we screen everyone," or "Community Violence is a big problem in our area." Only in the areas of Screening Tools Used and Perception of Problem and Adequacy of Services were fields sufficiently populated for analysis.

Screening tools used {#sec2-8}
--------------------

The majority of hospitals surveyed use brief, scripted screens to identify victims of violence, using questions which fell into four general categories: (1) Questions about whether the patients feel safe in their current living situation (eg, "Do you feel safe at home," "Do you feel threatened at home"); (2) Questions determining whether patient is in a harmful relationship or being victimized by someone in particular (eg, "Do you feel safe in your relationships," "Is anyone causing you to be afraid"); (3) Retroactive questions about whether an injury was caused by violence (eg, "Have you been intentionally hurt," "Did someone else cause these injuries"); (4) Questions determining whether the patient feels safe in general, without specifying any particular person or place (eg "Are you in any situation where you feel threatened," "Are you fearful for your safety"). Most respondents ask at least one question from the first two categories, but there was substantial variation in the wording of the questions and the combinations of questions used.

Less frequently, screens included self-harm in their questioning ("Have you recently thought of hurting yourself") or questioned patients based on a less direct but more comprehensive definition of abuse ("Is anyone withholding food, money, or shelter from \[you\]").

Perception of problem and adequacy of services {#sec2-9}
----------------------------------------------

The majority of respondents thought that all three types of violence included in the survey (IPV, SBCV, and EAN) were a problem in their area. However, they expressed concern that they may still be underestimating the extent of violent injuries among their patients. One respondent admitted that "there are more cases that we are not aware of and more in depth investigation would reveal more cases" and another expressed a belief that "there are under-identified populations at risk." Respondents also seemed to think that violence levels in their area were either stable or on an upswing ("Street drug use among teens has increased in the last year along with domestic violence and child abuse"). One respondent stated that the increase in violence seen at her hospital was not surprising "in light of the state of the economy."

In terms of the services they provided their patients, hospitals were heavily reliant on social workers to care for victims of violence ("We... request their assistance on most violent cases") and highly satisfied with their effectiveness ("They are excellent at locating the appropriate referrals according to the needs of the patient"). However, some respondents also expressed a desire for dedicated response teams at their hospital to augment the services provided by their social work departments (eg, "Having a dedicated response team approach would be a great resource," "\[I\] would like a dedicated response team for all three categories listed").

DISCUSSION {#sec1-4}
==========

Overall, trauma centers have continued to improve screening and referral practices for victims of IPV, and appear to provide adequate services for EAN. Since the Crandall *et al.* study on IPV in 2009, screening, tracking, and services for IPV have all improved, although, interestingly, respondents did not perceive any change in IPV services. Although SBCV is considered a problem in all communities, screening and referral practices lag behind those for IPV and EAN.

Every hospital screened for IPV, the large majority screened for EAN, and a smaller proportion screened for SBCV. For all the three types of violence, fewer hospitals tracked cases than screened for victims. Level II trauma centers reported higher rates of screening and tracking violence (with the exception of screening for IPV, which all hospitals practiced) than Level I trauma centers. This may be due, in part, to time constraints experienced by Level I trauma centers given their larger volume of patients. It is unclear whether tracking cases of violence would improve outcomes, but may help identify patients at risk of recurrent injury and improve case management.

When asked which referral services would be most useful in their care of violence victims, hospitals most often identified social consults and then shelter referral in cases of IPV or EAN. In the case of SBCV, drug and alcohol counseling was the most common response, followed by educational resources. For both IPV and SBCV, job resources was the least common response (with a minority of respondents in each case), although the state of the economy was recognized as a risk factor by several providers. It is possible that although providers understand the importance of financial solvency, they may feel that it is out of the purview of trauma centers. When asked which resources they thought would be useful in caring for victims of violence, hospitals consistently ranked better community resources over coordinated educational programs for staff and outside funding, perhaps reflecting a belief that longer-term care, case management, and rehabilitation of violence victims is better accomplished by efficient referral of victims to programs outside the hospital itself.

There were several limitations to the study. For one, responses were only gathered from Illinois trauma centers, and may therefore not be generalizable to other states, where different social and legal conditions prevail. Although this survey tool was adapted from a previous study, it has not been externally validated outside of Illinois. Second, we did not define terms such as domestic violence, screening, and tracking in our survey. Although this was somewhat intentional (some vagueness in the wording could allow for inclusion of a wider range of responses), this may also have led to some confusion for respondents. The results may also suffer from respondent bias, which might over- or underestimate the services provided by hospitals to victims of violence. For example, the trauma centers that did return the survey may have been those that were satisfied with their screening and referral efforts, introducing a positive bias. Finally, we did not reach our goal of an 80% response rate, despite multiple contacts including emails and telephone calls. This reduces the power of our study and may increase the chance that we missed some differences between trauma centers (eg, rural vs. urban, Level I vs. Level II) that actually exist.

CONCLUSION {#sec1-5}
==========

Moving forward, an important finding from our study is the lack of uniformity in screening, tracking, and referral practices for victims of violence. This was observed in a previous study of IPV screening and referral practices, but our study extends the same observation to cases of EAN and SBCV and demonstrates that there has been no recent standardization of IPV protocols. The multiplicity of strategies for tracking and referring victims of violence in Illinois makes it difficult to assess the extent of violence and abuse statewide, assess the effectiveness of any given method of tracking/referral in preventing future violence, or form generalized policy recommendations for the care of violence victims. This presents an immediate opportunity for hospitals and public health organizations (at the local, state, and national levels) to improve care delivered to victims of violence by standardizing care and referral protocols. In the short term it would make the care of IPV, EAN, and SBCV victims less confusing for health care practitioners and patients alike, and in the long term it would improve the ability of public health agencies to gather data on care/referral effectiveness and streamline their ability to make appropriate policy changes.
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